This study was designed to compare labial and sublingual salivary gland biopsies in the diagnosis of Sj6gren's syndrome (SS). Fourteen labial and 29 sublingual specimens were considered positive. There was a better correlation between infiltration of the ductal structure and the focus score in the sublingual salivary gland biopsy than in the labial salivary gland biopsy. Use of sublingual salivary gland biopsy as an additional diagnostic tool in SS is therefore suggested.
Sjogren's syndrome (SS) is a chronic inflammatory disease. It consists of the triad of keratoconjunctivitis sicca, xerostomia, and connective tissue disease, most commonly being rheumatoid arthritis or systemic lupus erythematosus. The first two criteria are necessary for the diagnosis of primary SS,'-' but this definition leaves criteria for keratoconjunctivitis sicca4 and xerostomia5 unspecified.
Keratoconjunctivitis sicca is suspected when characteristic corneal and conjunctival staining with rose bengal is present, and confirmed by reduced tear meniscus, tear break up time, and unanaesthetised Schirmer's test. 6 In constrast, it is not possible on clinical grounds to diagnose xerostomia unequivocally. The main manifestation is dryness of the mouth. Not all patients present this complaint directly, however, and drugs and many conditions (including anxiety and aging) can lead to subjective sensations of dry mouth, making it unacceptable as the sole criterion for the oral component 
Patients and methods

PATIENTS
Fifty seven patients suspected of having SS on the basis of subjective symptoms of dry mouth or dry eyes were considered for this study and gave informed consent. The diagnosis of sicca syndrome was established according to previously described criteria,2 with the exception of the histopathological criterion. The presence of keratoconjunctivitis sicca was shown by positive fluorescein staining, abnormal break up time, and Schirmer's test. The oral component was reported by whole saliva and parotid saliva flow and history of salivary gland enlargement. During the same session labial and sublingual salivary gland biopsies were performed in all the patients, of whom seven were excluded because of evidence of sarcoidosis (n=6) or amyloidosis (n=l). Altogether, 50 patients (seven men, 43 women) aged 24-78 entered the series. The serum of all patients was examined for rheumatoid factor, antinuclear antibodies, and antibodies to SSA (Ro) and SSB (La).
Three types of objective criteria were considered: three criteria for keratoconjunctivitis sicca (Schirmer's test <10 mm/5 min, increased staining with fluorescein dye, and break up time <10 seconds), three criteria for xerostomia (decreased basal salivary flow -5 ml/15 min/ gland, decreased stimulated salivary flow 61 ml/5 min/gland, and salivary gland hypertrophy), and three criteria for serological abnormalities (rheumatoid factor ¢ 1/80, antinuclear antibody group and patients with possible SS as the control group it was possible to calculate the sensitivity and specificity of each biopsy procedure. The sensitivity and specificity were 0-38 and 0-86 for the labial salivary gland biopsy and 0-66 and 0-52 for the sublingual salivary gland biopsy, but 0-72 and 0-52 for the double biopsy. To evaluate the changes in structure of salivary glands related to age our patients were classified into three age groups (-50, 51-70, and 371 years) and we looked for a relation between age and the histopathological findings in both biopsies. Table 2 shows the correlation of the histopathological findings with the age of the patients. It was undoubtedly closer in the sublingual salivary gland biopsy than in the labial salivary gland biopsy. Ductal structures with infiltrating lymphocytes seem to be specific 
